''I promise to devote myself to a lifetime of service to others through the profession of pharmacy. . .'' and so the Oath of a Pharmacist begins, reciting the vows taken voluntarily ''with the full realization of the responsibility with which I am entrusted by the public.'' 1 The weight of our responsibility varies on a given day, based on our roles as health care providers and the tasks at hand. We expect perfection from ourselves, patients expect perfection from us, our co-workers and employers expect perfection from the pharmacy members of the team.
Tragic stories continue to reach the local, state, and national news describing how medication errors result in patient harm, disability, and death. Each story is unique, with patients and families, caregivers, and others interacting with a variety of systems. Why is it that we expect perfection from health care workers? No provider intentionally harms a patient, and none of the individuals involved knowingly creates the harmful or unsafe environment that leads to a tragedy.
Organizations are encouraged to practice a just culture, one where a supportive environment promotes quality and safer practices, rather than a culture of blame and shame. 2 A just culture recognizes 3 levels of human behavior that relate to medical errors, with each level having a different cause requiring a different response. Human error is an unintentional and unpredictable behavior that causes or may cause an undesired outcome. Most human errors are a result of weaknesses in the system, where the employee did not intend the action, the risk, or the harm that resulted. At-risk behavior and reckless behavior comprise the minority of medical errors and are best managed through coaching (at-risk behavior) or disciplinary action (reckless behavior).
Kimberly Hiatt was a pediatric nurse with 27 years of experience who committed suicide in April 2011, following the death of a patient due to a medication calculation error and overdose 6 months earlier. 3 Details in the news illustrate the concept of the ''second victim,'' where the health care provider making the error was terminated by the hospital and disciplined by the state professional board immediately following the error. The first victim in any error is the patient, but the nurse, pharmacist, physician, or technician directly involved with the error becomes the second victim. 4 Second victims are burdened with feelings of guilt, disbelief, and remorse that can lead to despair and additional tragedy if not noticed and addressed.
The point in time when an error is identified and how we react are critical. Processing the error, assessing the patient, notifying the physician or others caring for the patient, and notifying others within the department transpires in rapid sequence. Through training and experience, we know what needs to happen and who needs to be notified. How we and others react sets the stage for management of the event in a supportive environment. The acronym TRUST was proposed by Charles Denham of the Texas Medical Institute of Technology (TMIT) to outline 5 rights of caregivers in a just culture. 5 These rights are directed at hospital leaders to set the tone and culture of the organization.
Treatment that is just: The organization and individuals must approach an error and the second victim with compassion and understanding for system failures.
Respect: Treat the individuals involved in the error with respect and understanding. Understanding and compassion: Individuals involved need time to comprehend the event, grieve, and evaluate the situation. reporting of events. Individuals involved in an error should have the opportunity to participate in the review of the event to understand the steps taken to help ensure that it won't happen again. Individuals, departments, and organizations must have a plan for addressing harmful events. Medication errors occur and harm may result, even as we continually strive for perfection. When medication errors occur, it is the role of health care workers to provide prompt and appropriate care to the patient and family; but we often lose sight of the desolation felt by the individuals who are directly involved in causing the errors. How would you handle knowing you checked or prepared the IV bag or prescription vial that has been associated with a patient death or harmful event? What if you knew the patient?
Knowing how your manager and employer or corporation would react to the error is also important. How do you report the error? How is your involvement in the harmful event communicated to you? It requires strength and courage to recognize, report, and assess an error in a supportive, respectful, and transparent manner. Leadership is critical at all levels, from the front-line employee to the board room, to respectfully report and assess the error and to identify and adhere to messages. The messages sent to patients, employees, and co-workers regarding a serious error are strong predictors of future behavior -an open, honest, and transparent conversation feels very different than a reactive, blame, and shame environment.
Eric Cropp is the Ohio pharmacist who was involved in a medication preparation error resulting in a child's death. He subsequently lost his pharmacy license and served time in jail. His story is available through the Institute for Safe Medication Practices (ISMP) newsletters and Web site, and his acts of courage continue. The TMIT sponsored a program in June 2011 with Cropp and the child's father, Christopher Jerry, entitled ''A Hospital Accident: Lessons Learned -A Death, A Conviction, and a Healing.'' The Webinar moderator interviewed Jerry and Cropp to review the story and describe how all parties have dealt with the situation in the past 2 years. Both men are dedicated to patient advocacy and using their tragedy as an example to teach others more about practicing in a safe environment. Materials from this Webinar are available on the TMIT site, www.safetyleaders.org.
Similar acts of courage happen in each of our hospitals -pharmacists or nurses involved in a harmful event who accept the responsibility and act to help educate others by sharing their story while identifying systems improvements. Many others are working to evaluate systems, setting the tone for a just culture to promote open and honest communication regarding harm events and creating a supportive environment for the second victim. Continue to strive for perfection with the courage to do the right thing.
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